SUBCUTANEOUS emphysema complicating status asthmaticus is rarely seen, but over thirty cases have now been reported in the literature. With severe bronchospasm and air trapping, the alveoli may rupture and air pass along the perivascular sheaths to the mediastinum. A pneumomediastinum is produced with extension of air to the subcutaneous tissues of the neck and chest wall. This mechanism was first demonstrated by Macklin in 1937 by overinflating the lungs of cats. Payne and Geppert found that children and adults are almost equally affected (1961) .
The kind of treatment to be employed is of great interest. In surgical decompression the suprasternal notch is explored by blunt dissection and the air released. Schrire and Schrire reported a case which clearly required decompression as a life-saving procedure (1952) . McNicholl concluded that operation should be performed when there is weakening of the peripheral circulation (1960) . The following case is of interest as she was seriously ill and yet a successful outcome was obtained with conservative treatment alone.
Case Report
A woman of 34 was admitted in status asthmaticus to the Medway Hospital on 16th April, 1965, under the care of Dr. F. A. Richards. The patient had suffered from severe asthma between the ages of 6 and 15 years. She had pulmonary tuberculosis at the age of 23, which was successfully treated. Since that age she suffered from only occasional attacks of wheezing. An attack occurred one month before admission and she went into status asthmaticus the day before entering hospital. On admission she was cyanosed and semiconscious. Her pulse rate was 130 per minute, her blood pressure 160/90 and her temperature 99°. There was subcutaneous emphysema over both sides ofthe neck and over the upper chest anteriorly and laterally. Expiration was prolonged with much bronchospasm and scattered basal rales. Chest radiograph also showed the presence of subcutaneous emphysema most marked over the right upper chest. (Fig. 1) .
The immediate treatment consisted of 0.5 g. aminophylline and 100 mg. hydrocortisone hemisuccinate intravenously. The patient was restless and 50 mg. promazine were given intramuscularly. Prednisolone was started, 20 mg. 6 hourly by mouth. Eight hours later the patient's condition deteriorated. Her pulse rate was 150 per minute and the pulse faded with inspiration. The blood pressure was then 115/70. An intravenous infusion was started with 400 mg. hydrocortisone and 1 g. aminophylline in one litre of dextrosesaline solution. Tetracycline was given, 100 mg. intramuscularly every 6 hours. Her condition continued to deteriorate and 13 hours after admission the pulse rate was 160 per minute and blood pressure 110/60. At this stage a further 200 mg. of hydrocortisone were given intravenously in addition to the drip and 5 ml. of paraldehyde intramuscularly. Following this therapy the patient gradually improved. A week later she was free of any bronchospasm and there was no evidence of subcutaneous emphysema. The steroid dosage was gradually reduced. The patient was discharged home well two weeks after admission and when seen in the Out-Patient Department on 26th May, 1965 she was not receiving any treatment and was free of bronchospasm.
Comment
Inspiration increases lung volume and the size of the pulmonary vascular bed. The simultaneous rise in blood flow to the right heart prevents any weakening of the peripheral circulation. An increased intrathoracic pressure may interfere with this influx of blood to the heart, and produce fading of the pulse with inspiration.
This mechanism was thought to occur in the case 
